Racial predilection and associated cardiovascular disorders have been described, especially among blacks and AfricanAmericans. 1,2 Left ventricular hypertrophy (LVH) is associated with increased prevalence of heart failure (both systolic and diastolic), aortic root dilation, arrhythmias, sudden cardiac death and cerebrovascular events. [3][4][5][6] In the presence of systolic and/or diastolic dysfunction, many other cardiovascular events could occur, such as arrhythmias and sudden cardiac death.
Left ventricular hypertrophy is an important determinant of adverse cardiovascular events in subjects with hypertension. 1 Racial predilection and associated cardiovascular disorders have been described, especially among blacks and AfricanAmericans.
1,2 Left ventricular hypertrophy (LVH) is associated with increased prevalence of heart failure (both systolic and diastolic), aortic root dilation, arrhythmias, sudden cardiac death and cerebrovascular events. [3] [4] [5] [6] In the presence of systolic and/or diastolic dysfunction, many other cardiovascular events could occur, such as arrhythmias and sudden cardiac death.
Several authors have demonstrated an increased cardiovascular risk associated with increased left ventricular mass (LVM). 7, 8 The processes that ultimately lead to heart failure, among other things, initially alter the left ventricular geometric pattern in various ways. Left ventricular geometric pattern is therefore an important prognostic factor in the epidemiology of cardiovascular diseases.
Blacks have been noted to have an increased prevalence of left ventricular hypertrophy and increased associated cardiovascular risk. The association of geometric patterns with left ventricular systolic and diastolic function has not been well studied. The development of heart failure in hypertensives with LVH results from depressed left ventricular systolic function and/or diastolic dysfunction. The deleterious effect of left ventricular remodelling may be an important determinant of progression to overt heart failure. 9 The aim of this study was to determine any possible association between left ventricular dysfunction and left ventricular geometrical patterns in this population of treated Nigerian hypertensives, using echocardiography.
methods
This was a retrospective study among adult hypertensive subjects (≥ 18 years) who had had complete echocardiographic examination as part of their work-up in a teaching hospital. Hypertension was diagnosed with standard protocols when blood pressure was ≥ 140/90 mmHg on at least two occassions. 10 Only patients receiving antihypertensive therapy were included. The following information was obtained: gender, age at the time of the echocardiogram, weight, height, calculated body mass index (BMI), and concurrent treatment with antihypertensive medication. BMI was calculated as weight/height 2 (kg/m 2 ). In all patients, an abdominal ultrasound and urinalysis were performed. Echocardiography was done in all patients to document the presence or absence of LVH and also to document the left ventricular geometrical pattern. These studies were performed as part of the initial evaluation of hypertension or as AFRICA part of the ongoing care of known hypertensive patients.
Echocardiography was performed on all the subjects using a Suis Apogee machine and a 3.5-MHz probe. Two-dimensional colour Doppler and pulse-wave Doppler were carried out. Echocardiography was done according to the American Society of Echocardiography guidelines.
11 Two-dimensional guided M-mode echocardiograms were used for the measurement of the left ventricular internal dimension, interventricular septal thickness and left ventricular posterior wall thickness during diastole, according to the American Society of Echocardiography guidelines. Correcting LVM for height 2.7 minimises the effect of gender, race, age and obesity on the validity of various parameters for the diagnosis of left ventricular hypertrophy. 13, 14 One adult criterion for LVH is LVMI > 51 g/m 2.7 . As reported by de Simone et al., 15 adult patients with hypertension and LVMI > 51 g/m 2.7 have been found to be at a fourfold greater risk of cardiovascular morbidity outcomes. LV geometry was determined after calculation of the relative wall thickness (RWT) using the formula (2 × posterior wall thickness)/LV end-diastolic internal dimension. 16 RWT was considered abnormal if it was ≥ 0.45.
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Four left ventricular geometric patterns were described: normal geometry, concentric remodelling, eccentric hypertrophy and concentric hypertrophy. LV geometry was defined as concentric hypertrophy (elevated LVMI and RWT), concentric remodelling (normal LVMI and elevated RWT), eccentric hypertrophy (increased LVMI and normal RWT) and normal geometry (normal LVMI and RWT). LV ejection fraction was calculated using Teichholz's formula.
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Statistical analysis was done using the Statistical Package for Social Sciences, SPSS 15.0 (Chicago Ill.) Quantitative data were summarised using means ± standard deviation (SD) while qualitative data were summarised using percentages and proportions. The Student's t-test and chi-squared test were used as appropriate for intergroup comparisons. Values of p < 0.05 were taken as statistically significant. Table 1 shows the distribution of geometric patterns in the males and females in the study group. Abnormal geometry was more likely to occur among the males. Only 12.4% of males and 21.3% of females had normal geometry. The commonest abnormal geometry was concentric hypertrophy, occurring in 44.24% of males and 29.3% of females. As shown in Table 2 , those with abnormal geometry were more likely to be older and had a longer duration of hypertension than those with normal geometry. They were also more likely to have a higher systolic and diastolic blood pressure than those with normal geometry. Table 3 shows the echocardiographic parameters in the study population. The mean left atrial dimension was highest among those with eccentric hypertrophy. Ejection fraction (EF) and fractional shortening (FS) were lower among subjects with abnormal geometry compared with those with normal geometry, although it was not statistically significant. Mean iso-volumic relaxation time (IVRT) was highest among subjects with eccentric hypertrophy.
results
The mean left ventricular ejection time was reduced among those with abnormal geometry compared with those with normal geometry. Left ventricular dimensions (in both diastole and systole), left ventricular mass (LVM), relative wall thickness (RWT) and left ventricular mass index (LVMI) were statistically different between subjects with normal and abnormal geometry, as shown in Table 3 . As shown in Table 4 , hypertensive subjects with abnormal geometry had reduced left ventricular systolic function, as evidenced by reduced aortic valve and left ventricular output velocity-time intervals. discussion LVH has been recognised as an important predictor of adverse cardiovascular events, such as malignant arrhythmias, sudden cardiac death, heart failure and coronary heart disease. [18] [19] [20] Abnormal left ventricular geometry has been shown recently to represent a subtle form of advanced LVH and is associated with systolic and diastolic dysfunction. 21, 22 These studies evaluated the prognostic significance of left ventricular geometrical patterns on the cardiovascular risk of hypertensive subjects. Concentric remodelling and concentric hypertrophy were reported in the Ochner studies to be associated with increased adverse cardiovascular risks.
21 All-cause mortality has been reported to increase two-fold in concentric remodelling (similar to eccentric hypertrophy) and is further increased in concentric hypertrophy. [22] [23] [24] This study demonstrated increased prevalence of left ventricular hypertrophy and abnormal left ventricular geometric patterns among treated Nigerian hypertensive subjects. This relatively increased prevalence has been documented among blacks worlwide. 25, 26 Concentric remodelling and concentric hypertrophy were the commonest left ventricular geometric abnormalities in this study. This was similar to the findings from the Atherosclerosis Risk in Community (ARIC) study as reported by Fox et al., 27 who demonstrated that 65% of their hypertensive cohort had either concentric hypertrophy or concentric remodelling. Several studies have shown that the increased prevalence of LVH among blacks may be due to genetic susceptibility during their development. [28] [29] [30] [31] The association of hypertension with left ventricular hypertrophy therefore calls for more aggressive treatment to reverse the adverse cardiovascular risk associated with it.
Subjects with eccentric hypertrophy had the lowest ejection fraction in this study. Others have reported similar associations among hypertensive subjects. 27 The haemodynamic changes associated with eccentric hypertrophy caused increased left ventricular diastolic and systolic dimensions (as shown in Table  4 ) due to associated volume overload. This dilation of the left ventricle is an important risk factor for subsequent progressive reduction in left ventricular ejection fraction and heart failure. Those with eccentric hypertrophy also had the lowest left ventricular ejection time in this study. This was possibly due to ventricular chamber dilatation and consequently increased enddiastolic volume. Hence, the left ventricular output decreases and ultimately and progressively may lead to the development of heart failure.
The aortic valve velocity-time interval is an echocardiographic index of left ventricular output. It was lowest among those in this study with eccentric hypertrophy. Diastolic dysfunction including LV relaxation abnormality, pseudonormalisation (normal pulse wave of mitral valve inflow but with blunted or reversed pulmonary venous flow indicating increased left atrial pressure and restrictive filling) occurred in various LV geometric patterns. They have been associated with an additive effect on cardiovascular and all-cause mortality. In this study, left atrial dimension was highest among subjects with eccentric hypertrophy. This pattern is also associated with other indices of diastolic dysfunction such as abnormal IVRT and deceleration time. Left atrial dimension has been shown to be a good index of left ventricular diastolic dysfunction. 32 Although, the mean e/a ratio and deceleration time across the groups were not statistically different, the differing left atrial dimension is a good index of the presence of diastolic dysfunction among the subjects. These findings suggest that abnormal LV geometry (especially eccentric hypertrophy) was associated with systolic and diastolic dysfunction among treated hypertensive Nigerians. In regional left ventricular function studies such as tissue Doppler studies, cardiac MRI may demonstrate more significant evidence of left ventricular dysfunction.
It is important to note that LVH prevalence is still high, as revealed among treated hypertensive subjects. Similar studies from Ibadan, Nigeria also revealed a high prevalence of LVH ). *Statistically significant.
AFRICA
and abnormal geometry among treated hypertensives. However, the study reported a higher prevalence among women. 33 This was despite the use of antihypertensive drugs, although drug adherence and compliance were not assessed in this study. Only 28% of newly diagnosed hypertensive subjects were shown to have normal left ventricular geometry in a study from the same centre. 34 The management of LVH and abnormal geometry therefore seems to be an important therapeutic goal to prevent the progression of the condition.
Conclusion
This study further highlights the relatively increased prevalence of left ventricular hypertrophy and abnormal left ventricular geometric pattern among treated hypertensive Nigerian subjects. Hypertensive subjects with eccentric hypertrophy had reduced ejection fraction, fractional shortening and left ventricular ejection time than those with other geometric patterns. They also had increased left atrial dimension. Eccentric and concentric hypertrophy were the commonest forms of left ventricular geometry among the subjects. ). *Statistically significant.
tribute to Prof tshimbi mathivha
The news of Prof Tshimbi's untimely death shocked all who were closely associated with her and also the wider cardiology and medical community.
Tshimbiluni Tshimbi treated all people with dignity and never had malice or said an ill word of anyone. She only saw the good in people, and this is what we will remember. She joined the Department of Cardiology at a critical time in its history, and was able to build it and get it re-accredited. She started training fellows in cardiology and her efforts did not go unnoticed. In 2008 she received the CEO of Steve Biko Academic Hospital award, which goes to someone who has contributed exceptionally to the hospital.
We will miss her contribution to our joint institution (hospital and university). We will miss her warm, dignified personality, her service to patients and the manner in which she interacted with us all. She had so much more that she wanted to achieve. May she rest in peace.
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